Introduction
Factitious illness can produce considerable diagnostic and therapeutic problems. This is related to the dramatic and often convincing presentation with acute illness which demonstrates atypical responses to, or refractoriness to, standard therapy. Also, doctors are unlikely to diagnose factitious illness until all other diagnostic possibilities have been exhausted. It is highly likely that the true incidence of factitious illness is underestimated,1 partly as doctors are generally unwilling victims of deception.
The term Munchausen syndrome was applied by Dr Richard Asher to a group of patients who had attended several hospitals with multiple acute problems, often treated surgically2 (see Table I ). He described three emergency presentations: the acute abdominal type (laparotomophilia migrans), the haemorrhagic type and the neurological type. Subsequently, Professor Roy Meadow described an entity of factitious illness in children, where usually the mother was involved in giving good descriptions of, or simulating acute illness requiring medical therapy3 (see Table II ). Such children were often hospitalized and subjected to unpleasant diagnostic and therapeutic measures. It has since become apparent that the condition is far commoner than initially suspected.
Factitious illness is well delineated in the Diagnostic and Statistical Manual of the American Psychiatric Association. 4 Two categories are recognized with physical symptoms or with psychological symptoms. It is stressed that all other possible causes of the presenting symptom or sign must be considered before arriving at the diagnosis. Diagnosis is made difficult by the fact that factitious physical symptoms can coexist with or reinforce the effects of genuine physical illness.
Factitious illness must be distinguished from malingering and from conversion disorder. In contrast with malingering, there is no obvious gain, either economic or social, to the patient from factitious illness, and indeed often considerable discomfort. The conscious production of symptoms by the patient distinguishes factitious illness from conversion disorder. Patients with factitious illness may often preserve a relatively normal demeanour with no apparent psychiatric dysfunction, adding to the effectiveness of the deception. 5 This review outlines factitious symptoms that may present as acute emergencies and produce physical symptoms or signs. The clinical, and where relevant, biochemical features are discussed. 4 . Reduced response to verbal stimuli without significant sensory, motor or some purposeful phenomena. Bilateral motor seizures are the most common type of pseudoseizure and are often mistaken for grand mal seizures. Diagnostic difficulty may be caused by the fact that pseudoseizures can complicate genuine epilepsy.'3"'4 These motor seizures are often crude approximations to true tonic-clonic seizures. They are often produced by unusual precipitating factors6"5 and always occur in the presence of an audience. Consciousness and the ability to speak are preserved with bilateral motor seizures. The seizure can often be terminated by suggestion. Bizarre motor activity including pelvic thrusting and catatonic posturing may be demonstrable. Ictal phenomena that are not useful in the distinction from genuine seizures include tongue biting and incontinence of urine, both ofwhich can be feigned.'6 Post-ictal features such as headache and confusion are lacking and the patient almost invariably makes a dramatic recovery from the seizure. The attacks lack the stereotyped nature of true seizures and the motor features can vary considerably from attack to attack. In spite of the atypical features,,recognition is, however, usually delayed. Lack of rise in serum prolactin levels following a seizure may be helpful in the diagnosis.' Refractoriness to standard parenteral anticonvulsant therapy puts the patient at risk of iatrogenic respiratory depression and anti-convulsant toxicity as increasing doses of anticonvulsant agents are used to terminate the seizure. ' Specific eye signs have also been described in patients feigning unconsciousness. 22 24 Persistent downward deviation of both eyes irrespective of patient posture is a feigned response, incompatible with any known pathological oculomotor lesion.22 Also, it has been noted that in persons pretending to be unconscious attempted passive eyelid opening leads to upward rolling of the eyeballs and gaze avoidance -an exaggerated form of Bell's phenomenon. 24 Factitious paralysis Monoplegia, hemiplegia, paraplegia and tetraplegia have all been successful simulated. The features of factitious muscle weakness are well described in a review of 14 patients with simulated paraplegia and tetraplegia seen in three London neurosurgical units. 25 In this series it was noted that the weakness was often variable and inconsistent. There was no obvious physical explanation for the paralysis, which often followed minor trauma. There were no alterations in muscle tone or tendon reflex activity. The affect of the patient was often inappropriate to the extent of weakness. No sphincter disturbance occurred. In chronic cases there was no evidence of muscle wasting or contractures, trophic changes, or pressure sores. Sensory levels were non-anatomical, not conforming to any specific dermatomal loss. The authors noted rapid improvement in many instances with hypnosis, reassurance or amytal abreaction. It has been suggested that somatosensory evoked potentials may be used to confirm intact spinal cord function in such patients. 26 Acute severe headache Acute headache simulating subarachnoid haemorrhage27 or meningitis28 has been reported. As these are illnesses with a high morbidity and mortality, one must err on the side of caution. In the absence of knowledge about the patient's antecedents, standard diagnostic protocols must be followed.
Metabolic emergencies
Metabolic emergencies can be easily simulated by the surreptitious administration of metabolically active agents, especially hormones. These emergencies usually occur in individuals with a medical or paramedical background (nurses), and in patients (and their relatives) requiring hormonal therapy. Manipulative attention-seeking adolescents with diabetes mellitus form a large proportion of those in the latter category.
Factitious hypoglycaemia
Factitious hypoglycaemia is well documented in the medical literature. This may be produced by self administration of either insulin or sulphonylureas. Patients are typically health care professionals (especially nurses), insulin-dependent diabetics, or close relatives of diabetics. In earlier cases of factitious hypoglycaemia, recognition was facilitated by the detection of anti-insulin antibodies in the plasma. [29] [30] [31] This was because of the antigenic nature of bovine and porcine insulins then in use. This test was thus unreliable in diabetics already treated with insulin and was complicated by the fact that a genuine insulin auto-immune syndrome was found to occur.
A useful test to detect surreptitious self administration of insulin was to inject a radioactive tracer (for example, iodine-1 31) into ampoules of insulin found on the person of the patient and then to detect the tracer on the patient's urine. This test depended on deceit by the doctor in the unlikely event of discovering the ampoules on the patient. C-peptide is secreted by beta islet cells of the pancreas in equimolar amounts to insulin. The association of low blood glucose, high immunoreactive insulin and low C-peptide activity in the plasma was thus recognized to be pathognomic of exogenous insulin administration.3233 The differentiation of sulphonylurea-induced hypoglycaemia from insulinoma is, however, much more difficult as C-peptide activity is not suppressed. 34 Pseudo-phaeochromocytoma Phaeochromocytoma presenting with paroxysmal symptoms of sweating and palpitations associated with hypertension can be mimicked by the exogenous administration of catecholamines. Certain features suggest factitious illness. Pure adrenaline secreting phaeochromocytoma is distinctly unusual.'" Varying ratios of adrenaline to noradrenaline in different urine samples suggests metabolic tampering. MIBG scanning has 100% specificity in diagnosing phaeochromocytoma and can be used to exclude the diagnosis.4' Adrenaline has even been reportedly added directly to the urine on the background of factitious symptoms. 42 Further sophistication has included self-administration of isoprenaline, along with lignocaine to prevent ventricular ectopic beats.
Cardiac emergencies
Most accident and emergency specialists are familiar with patients who fake chest pain suggesting myocardial infarction or unstable angina but there is gross underreporting as it is not a problem that lends itself to easy documentation. 43 46 As, in myocardial infarction, physical examination and the electrocardiograph are often normal in the early stages, fake myocardial infarction is a difficult diagnosis to make at presentation. However, specific requests for narcotic analgesia are always to be treated with suspicion.
As technical sophistication in medical practice increases, so does the sophistication with which individuals fake illness. Various cardiac arrhythmias have been produced by surreptitious manipulation of electrocardiographic monitoring leads. Among recently described cases are those of patients with paroxysmal ventricular tachycardia,47 bradycardia with syncope leading to pacemaker implantation' and atrial flutter with variable atrioventricular block. 49 The latter patient was unusual in making specific requests for cardioversion and was indeed noted to have skin burns from recent cardioversion performed elsewhere.
The likelihood of iatrogenic complications is high in the presence offeigned acute cardiac illness. Thus cases have been reported ofpatients subjected to repeated cardiac catheterization leading to thromboembolic episodes and limb gangrene warranting amputation.50 '51 Respiratory emergencies Syndromes of factitious asthma5253 and of upper airway obstruction presenting with stridor5 have been reported. These illnesses are characterized by lack of arterial hypoxaemia in conjunction with normal pulmonary function. For practical purposes, these syndromes are rare and largely diagnoses of exclusion.
Cases Renal colic is a symptom that is commonly feigned. The deception may be sustained by addition of the patient's own blood to the urine or by a self-inflicted bleeding urethral wound. Furthermore, the patient may produce renal 'stones', the true nature of which is detected on chemical analysis.57 '58 In the presence of suspected renal colic one must be wary of specific requests for narcotic analgesics, especially when non-steroidal anti-inflammatory agents are licensed for the same purpose. In practice, offers to confirm the diagnosis by emergency intravenous urography usually cause the patient to take self-discharge. Indeed, welleducated individuals may claim allergy to iodinated contrast media to forestall this possibility.59 Discussion Factitious illness is under-reported and underrecognized. In unusual clinical problems and often in acute illness with dramatic and bizarre presentations, strong consideration must be given at an early stage to the possibility of factitious illness. This will minimize unnecessary and expensive investigation, treatment and hospitalization, and eliminate the risk of iatrogenic complications. It will furthermore avoid reinforcement of the manipulative attention-seeking behaviour of the patient. Indeed, in some instances a positive clinical diagnosis of factitious illness may be made with confidence.
The psychodynamics of patients with Munchausen's syndrome are well described in several articles. 60-62 In many instances a background of childhood neglect or abandonment can be identified. Common recurring themes are the need to assume a dependent status, a desire to be the centre of attention and a masochistic tendency (suggested by the willingness with which painful therapies are accepted). A variety of personality disorders may coexist with Munchausen's syndrome, including histrionic, schizotypal, borderline, antisocial and masochistic types. Most authors suggest a sympathetic attitude and a non-judgemental approach, gently confronting the patient with the fact that the deception has been discovered. Psychiatric help must be offered, although this usually leads to self-discharge.
The prognosis is usually poor. Only one case of successful treatment has been reported and that too after prolonged therapy.63
It is more than likely that doctors of all grades of seniority will continue to be deceived by the varied manifestations of factitious illness. The spectrum of presenting illness will undoubtedly continue to expand. Early recognition of some of the characteristic clinical presentations of factitious illness will hopefully minimize the risks of continued investigation and treatment of these individuals for presumed physical illness. 
